Mr. JENKINS said there was a complete account of such aberrant internal carotids in anatomical works; it was said to be more common in old age than in young people. Sometimes aberrant internal carotids went downwards and forwards in relation to the lateral wall of the pharynx in young subjects.
Mr. JENKINS said there was a complete account of such aberrant internal carotids in anatomical works; it was said to be more common in old age than in young people. Sometimes aberrant internal carotids went downwards and forwards in relation to the lateral wall of the pharynx in young subjects.
Dr. MILLIGAN questioned whether the aberrant artery was not the ascending pharyngeal. In every operation for the removal of adenoids he taught his students to examine carefully the posterior pharyngeal wall for tortuous vessels.
Dr. SALISBURY related an experience in the practice of a Leeds surgeon similar to that spoken of by Dr. Davis. There was an aneurysm of the carotid, which vessel was out of place, and there was a peritonsillar abscess in front of the aneurysm.
Dr. WATSON-WILLIAMS said it had been found that such abnormally large pulsating vessels on the posterior pharyngeal wall proved to be the ascending pharyngeal artery, though usually they were internal carotid arteries. They were more frequent than generally believed, but he had continually urged that as a matter of routine before the adenoid operation the operator should look at the back of the pharynx to make sure there were no aberrant vessels. In that way a possible disaster would be avoided; nevertheless it seemed likely that fortunately, when the operation for adenoids was done in the usual routine way, such vessels might escape.
Mr. LAKE, in reply, said that the first case of the kind he knew was recorded by Dr. Brown Kelly, in the Glasgowv Journal of Laryngology.
A Method of making a Periosteo-meatal Flap in the Radical and Modified Radical Mastoid Operations.
By HUGH E. JONES. HITHERTO all the flaps described for these operations have involved severing the periosteum at the meatal margin, while the cutaneous flap retained a base attached to the conchal skin. One objection to a flap of this kind is that the soft parts of the meatus have to be crushed and dragged forwards and outwards during the operation; and another, that some of the periosteum is usually lost. In the method about to be described the skin-flap is completely severed from the surrounding skin, but retains its attachment to the periosteum, which is reflected upwards and backwards through the post-aural incision-to be replaced, on the completion of the bone operation, on the posterior wall of the bone cavity.
The steps of the operation are, briefly:
(1) Make an incision through skin in the hair line behind the ear, curving upwards opposite the highest point of the ear into the scalp for about 1 in. (Ballance's incision). (Fig. 1 , s, s'.)
(2) Reflect the auricle forwards until the meatal edge can be defined, leaving the periosteum and meatus uninjured. (Fig. 2, b.) (3) Make two nearly parallel curved incisions through the periosteurn from the upper and lower margins respectively of the meatus nearly to the posterior border of the mastoid bone. (Fig. 2, p (4) Separate the outlined periosteal flap from the outer surface of the mastoid and well into the osseous meatus.
(5) Replace the auricle, and make two incisions through the soft parts of the meatus from the tympanic ring outwards-one at the highest, and the other at the lowest, point of the meatus. (Fig. 1 , a b, a' b'.) (6) Cut through the base of the posterior meatal flap at the point in or near the conchal margin, which is judged to give a sufficiently enlarged meatus. (Fig. 1 , c or c', c preferred.) (7) A few touches with the scissors or scalpel will now enable the Jones Method of miaking Periosto-Meatal Flap operator to lift out the posterior wall of the membranous and cartilaginous meatus and the periosteal flap, in one piece. (Fig. 3 , Pf, Mf.) The combined flap is turned backwards and protected by gauze until the bone operation is completed. Finally pass a strip of gauze, linen, or india-rubber of suitable width through the posteriortnmeatal incision, and told forward the auricle and post-aural skin-flap. (Fig. 3 .)
By this method, as soon as the flap is completed and the haemorrhage arrested, an excellent view of the meatus is obtained and, if this is free from granulations and debris, of the membrana tympana or the tympanum itself. The meatal tissues do not suffer during the operation, and the anterior half is undisturbed. The flap retains the whole of the periosteum, and helps to fill up the bone cavity. The skin surface has more growing edges than the ordinary flap, and should therefore give greater assistance in epithelializing the cavity.
The method is applicable to all primary radical or modified radical mastoid operations, but is obviously not suitable for cases in which there has been extensive separation of the periosteum and an external fistula. Where subsequent secondary operations extending intracranially are likely to be required, the flap described would not cause any serious inconvenience, but is not recommended. Where it is desirable to remove the mastoid cortex down to the tip, the lower periosteal incision should curve sharply downwards near the anterior border of the mastoid process. 
DISCUSSION.
The PRESIDENT said that Mr. Jones had described what was to him a novel form of plastic flap. He presumed there was sufficient nutrition for the comparatively thicker skin from the thinner periosteum. He asked if Mr. Jones had observed any sloughing of tissue in the flap afterwards.
Mr. HEATH said that the fact that Mr. Jones had brought this flap to the notice of the Section showed that he had not been satisfied with the flaps which had previously been in vogue. With regard to the utilization of the whole of the posterior half of the cartilaginous meatus as the covering of the cavity, he had utilized it, separate from the pericranium, for five or six years, and did so in acute and chronic cases, and in conservative and radical operations.
With regard to the pericranial flap, he had used a shorter one than that described by Mr. Jones, because he made his incision so much nearer the ear. He had used the meatal flap for twelve years, and the pericranial one for six years. The advantage of having them thus separate was, that if there was too much of one flap they could be more or less overlapped, and thus it did not matter much, as he always stitched them together. He found the method so satisfactory that he saw no reason to change it. His own skin incision was made immediately behind the ear, and therefore the pericranial flap was necessarily much shorter than the one now advocated by Mr. Jones. With regard to the advantage of having the whole meatus visible during the operation, he was not sure it was an advantage; he preferred to have the tympanic parts protected by a retractor which pressed against the posterior wall of the meatus, deep in, so that there was no chance of an instrument reaching the drum-head by accident. The removal of the posterior half of the cartilaginous meatus enabled the surgeon to see the tympanic area, and for that reason he bad temporarily removed it in every case for six years. He had abandoned Schwartze's operation for that number of years. The great point about having a single meatal flap was, that it could be put at the back of the antral cavity, out of the way. Because if one turned a piece up it swelled and hid the antrum, and if turned down swelled and hid the tympanum, and it was desirable that those parts should be visible during the after-treatment. Mr. C. A. BALLANCE remarked that ever since otologists made a flap of the membranous meatus the otologist had dealt with the posterior wall of the membranous meatus. One knew mtny methods of dealing with the posterior wall of the membranous meatus, and Mr. Jones had now brought forward a new method, which he (Mr. Ballance) believed would develop into an admirable one. He felt immensely indebted to Mr. Jones for having introduced it, and he intended to try it himself.
Mr. BADGEROW regarded the niiethod as a very good one, and said he had used practically the same flap, except for the skin incision. MIr. Jones went back into the hair, and then made a periosteal flap; he had seen Mr. Heath when at Golden Square use practically the same meatal and pericranial flap in all his cases for the last six years.
Dr. WATSON-WILLIAMS said he gathered that one new feature in this very promising and suggestive flap was, that the posterior meatal wall skinflap was completely detached from the skin all round, and that "the one string to its bow" was its attachment to periosteum. He did not gather that other flaps just referred to by Mr. Heath and Mr. Badgerow were thus completely isolated, and as far as he could understand their remarks, Mr. Hugh Jones's flap was quite a different thing.
Mr. HUGH JONES replied that until the day before he did not know Mr. Heath made a periosteal flap, but he now saw that the periosteal part of Mr. Heath's flap was something like what he had himself now described. But in the flap demonstrated the meatal skin and periosteum remained unsepa-rated; the essential difference was that, in the method now described, the periosteo-meatal flap was cut in one piece at the beginning of the operation, so as to give a clear view of the osseous meatus and tympanum. The nourishment of the flap was the one fear he had. He had not seen' the nourishment fail, but he had not yet had occasion to reopen a case in which the operation had been done, so that he could not say exactly what happened to the flap eventually. It was as yet experimental, but he thought he would like to bring it forward at once, so that other surgeons might try it. He himself had employed the method twelve or fifteen times and thought it was " satisfactory." Thrombosis of Jugular Bulb; Ligation; Empyema;
Recovery. A Schwartze operation was carried out immediately. The lateral sinus was exposed in the course of the operation and appeared normal. A Bezold's perforation had taken place through the tip of the mastoid. Temperature subsequently remained of an oscillating type, with a rigor on two occasions.
Second operation (June 13): The sinus was examined and found healthy in the exposed portion. On following it downwards the jugular bulb was found thrombosed and its wall necrosed. The vein was tied in the neck and the bulb cleared out.
Subsequent history: Great improvement for three weeks as regards temperature, but failure to improve in general condition; then renewed rise of temperature. After two explorations empyema found low down on left side: opened and drained (1l pints). This was followed by some subdiaphragmatic peritonitis. Final complete recovery.
Bacteriology: From the juigular bulb were grown streptococci and a Gram:negative bacillus. From the empyema were grown streptococci and a diphtheroid organism.
